Background National Health Service (NHS) occupational health departments assist in the identification and assessment of substance-use disorders among health care workers (HCWs) and are involved in the management of an individual's return to work after treatment.
Introduction
National Health Service (NHS) occupational health (OH) departments have a role to play in the identification and management of substance-use disorders (SUDs) in health care workers (HCWs), and appropriate guidance in relation to this role has been produced by the Department of Health [1] [2] [3] . OH professionals have also drawn attention to the need for developing clear assessment procedures [4] [5] [6] [7] , improved screening being supported by National Institute for Health and Clinical Excellence (NICE) guidelines [8, 9] . The Faculty of Occupational Medicine and the Association of National Health Occupational Physicians (ANHOPS) have recently formulated desired competencies [10] as part of the Health for Health Professionals work stream [11, 12] .
OH services in the UK have historically been patchy [13] and can vary greatly in what they offer to HCWs with SUDs, although the situation has been improving [14] . Desired competencies include training in the identification and management of substance misuse, knowledge of and access to care pathways, and the ability to monitor progress following return to work.
Procedures to identify, assess and monitor SUDs in both OH and general practice settings are well established and include: questionnaire-based tools to assess problematic use, biomarkers such as blood tests and urinalysis (in just cause investigations or clinical care, routine screening not forming part of NHS OH practice) as well as brief interventions to motivate the individual towards reduction in use or appropriate treatment [15] [16] [17] [18] . However, a recent audit of occupational health physicians (OHPs) working in the NHS in England found that less than half enquired about alcohol use with employees on long-term sickness absence, and less than a quarter enquired about drug use [19] . This article reports on an investigation into the practice of OHPs employed within the NHS in England, Scotland and Wales, and aims to determine the experience and training of this group in identifying substance misuse among HCWs.
Methods
The Executive Committee of ANHOPS agreed to support this cross-sectional, postal questionnaire-based investigation by providing a list of its membership. The ANHOPS membership was deemed to be the most complete listing of OHPs working in the NHS at the time; neither the Faculty of Occupational Medicine nor NHS Employers maintained targeted databases. While NHS Plus held a record of operating OH services in England, this list did not contain individual doctors' names, which was felt would negatively impact response rates. While the NHS Plus list was retained for comparison purposes, similar listings for Wales or Scotland could not be obtained.
To be eligible for the study, ANHOPS members needed to be currently (or recently, last 3 months) employed as NHS occupational physicians in England, Scotland or Wales and to have responsibilities for HCWs. All other respondents were excluded from the study. The self-report questionnaire was adapted from one used in a national survey of the knowledge, skills and attitudes of general practitioners (GPs) and practice nurses in the identification and management of alcohol-use disorders [20] , and was refined following piloting with selected ANHOPS members. The questionnaire included items as follows: socio-demographic information, OH training, addiction training, Trust drug and alcohol policies, referrals to OH for substance misuse, routine practice as well as personal opinion variables.
Questionnaires were administered to members in three mailings at 2-month intervals in 2006. In order to increase response rates, financial incentives were offered for return of a completed questionnaire: a £5 store voucher on the first mailing, £7 on the second and £10 for the third. In addition, a £2 voucher was offered for return of an uncompleted questionnaire on the third mailing, noting reason for non-completion.
Basic descriptive statistics were utilized to describe the sample and responses, with comparisons made between groups based on t-tests, ANOVAs and chi-squared techniques where relevant. 
Results
Of the 304 names provided and to whom questionnaires were sent, 80 were deemed ineligible for inclusion (16 were from Northern Ireland; 48 returned the questionnaire indicating that they did not meet criteria; 16 questionnaires were returned due to incorrect address). Of the 224 eligible ANHOPS members, 145 returned completed questionnaires, giving a response rate of 65%. Eighty were male (55%), with an average age of 49 years (SD ± 9.1; range 28-76 years). Males were significantly older than females (50.4 versus 46.6 years, respectively; t = 2.6, P < 0.01). The majority of respondents were consultant grade occupational physicians (59%); 24 (17%) were specialist registrars (trainee grade) and 14 (10%) were at staff grade or associate specialist level (non-trainee grade). Twenty-two OHPs (15%) described their post as 'other' (e.g. academic, directorial, locums). Individuals had been employed in an NHS OH setting for an average of 9.6 years (SD ± 6.8).
Males were more likely to be working at consultant grade than females (57 versus 28; χ 2 = 13.42, P < 0.001). With the exception of 12 OHPs, the majority (92%) held formal qualifications in occupational medicine, although they also held post-graduate qualifications in other fields, indicating movement to OH from other specialities, mainly medicine and general practice (Table 1) .
OHPs provided services to an average of three different NHS Trusts (SD ± 2.5; median 2.5, range 1-12) at one time, serving a combined average of 8804 employees (SD ± 5294; median = 8000, range 600-31 000). All regions in England were represented, with proportionally higher numbers of respondents in the North West (15%), London (14%) and the lowest response rate from the North East at 4%. Scottish responses made up 8% of the sample and 6% were from Wales. Respondents were asked to indicate the NHS Trust by which they were employed. These data were compared with the OH service list held by NHS Plus showing that an estimated 52% (n = 117/223) of known NHS OH departments in England were represented, six OHPs did not respond and five responses could not be matched between databases.
Most OHPs (83%) indicated that their employing trust had a policy on alcohol and drug misuse for employees. Ten per cent reported that that their trust had a policy on alcohol use only, 4% noted that their trust did not have a policy on either and 2% did not know whether their Trust had a policy or not.
Three-quarters (74%) of respondents had received some training in alcohol and/or drug misuse since starting occupational medicine posts in the NHS. Two-thirds of OHPs had received training in both alcohol and drugs issues (n = 96), nine in only alcohol and three only in drugs issues. Training was defined as formal courses, seminars or workshops. One-quarter of doctors (n = 37, 26%) had received no training in either area. The 99 doctors (68%) who had received some training in drug misuse had completed an average of 2.8 days (median = 2; range 0.2-50 days; SD ± 5.6). The 105 doctors (72%) who had training in alcohol misuse had completed an average of 3.5 days (median = 2; range 0.25-50 days; SD ± 6.4). Half of the subjects who had received training in SUDs had obtained more than 2 days on either subject and approximately one-quarter of those with training had obtained 3 or more days in drug misuse (23%) or alcohol (28%). A small number (8%) of OHPs indicated a particular interest in SUDs. The majority (74%) of those with training had attended their last course in the 5 years prior to the survey.
The OHPs were also asked to respond to a series of questions concerning their perceptions on the adequacy of their training in substance misuse, to which all but one responded. Few reported feeling adequately trained in the detection (37%), assessment (39%) or treatment (12%) of substance misuse and less than half (44%) reported feeling confident in their ability to assess someone presenting with a substance-misuse problem.
Only 18 (12%) OHPs indicated that they routinely audited the number or proportion of staff presenting with SUDs. However, three-quarters (n = 107, 74%) of the total sample were able to provide an estimate of the number of professionals with a substance-related problem seen in the preceding year. Many qualified their response with an indication that this represented only health care professionals they had seen personally; these figures should therefore be taken as a minimum best estimate ( Table 2) .
The proportion of employees presenting with a substance-related problem in the previous year (based on total population by presentations [number of presentations/total head count]) was low, averaging 0.09% (SD ± 0.08) of the employee population (range 0-0.4%; median = 0.06%). The largest group presenting to OHPs was nurses, followed by non-health care staff and then doctors. OHPs saw a mean of 7 (median = 5) relevant presentations in the preceding year. Male OHPs reported seeing significantly more presentations than female OHPs (t = 3.5, P < 0.001). Similarly, those in a consultant role versus trainee grades also reported a significantly higher number of presentations (t = 2.6, P < 0.01).
Of the 769 employees who had presented to these OHPs with a substance-related problem in the previous year, over half (54%) were being seen for the first time. Similar proportions of males (43%) and females presented (41%), although there was no gender breakdown for one-sixth of presentations. Seventy-one of the 107 responding OHPs (66%) reported on how they had dealt with these employees, their responses indicating that of the 587 (76%) individuals seen by this group, 207 (35%) had been referred outside the trust for treatment and 139 (24%) had been referred internally. No onward referral had been made or facilitated for the remaining group (41%).
Twenty-eight per cent (n = 40) of OHPs indicated that they routinely assessed employees for SUDs. This mainly involved the use of self-report questionnaires for new staff (30%). A small proportion used alternative procedures, including biological tests or clinician-administered assessments. Only 35% (n = 51) of OHPs indicated that they used standardized assessment tools to screen for SUDs, with most of these (n = 45, 88%) using the CAGE [21] , 10% (n = 5) using the Alcohol Use Disorders Identification Test (AUDIT [15] ) and a single OHP who used the TWEAK [22] . None of the respondents reported using any standardized assessment tools to screen for drug use. Of those who reported using formal assessment tools to screen for alcohol-use disorders, 25% also indicated that they used other psychological assessment tools, including the Beck Depression Inventory (20%) [23] . A further two used the Hospital Anxiety and Depression Scale [24] , and one the General Health Questionnaire [25] . Less than a quarter of respondents (22%) indicated that they routinely implemented brief interventions; however, 17% were not familiar with the term. Although formal screening for SUDs was not routinely carried out by this sample, respondents indicated that they would enquire about drug or alcohol use when there was cause for suspicion, for example, following an incident or complaint (Table 3) . Fifty-nine per cent also indicated that they routinely enquired about substance use in a first consultation and 42% enquired even when there was no suspicion of a SUD.
OHPs were asked whether they had heard of, or had referred clients to, specialist services for doctors or nurses with substance-misuse problems (Table 4) . OHPs were most familiar with (and had largely referred to) the National Counselling Service for Sick Doctors (NCSSD) with 90% of the sample being familiar with this organization, which operated between the mid-1980s and 2004. OHPs had also made a number of referrals to a dedicated NHS service based at the South London and Maudsley NHS Foundation Trust (SLaM), and to specialist self-help organizations such as the British Doctors and Dentists Group, and the Sick Doctors Trust. 
It is routinely addressed in long-term sick absence applications.
(70) 38 (26)
It is routinely addressed in short-term sick absence applications.
(74) 33 (23)
It is routinely addressed when there has been a work-related incident (e.g. performance error).
(75) 29 (20)
It is routinely addressed in a first consultation.
(59) 56 (39)
When the person has not raised the issue and there is nothing to indicate that she/ he is over consuming?
(42) 77 (53)
When the person has not raised an issue but a member of his/her family has approached you about their substance use?
125 (86) 9 (6) When the person has not raised an issue but another member of staff has approached you about their substance use?
129 (89) 8 (6) When the person has not raised an issue but their line manager has approached you about their substance use?
(96) 1 (<1)
When the person has not raised an issue but physical evidence leads you to believe that there could be a substance problem?
139 (96) 0 (0) When the person has not raised an issue but is showing physical signs of a problem during a consultation (e.g. shaking, pupil dilation, slurred speech, smell, level of consciousness).
(95) 0 (0)
When the person has not raised an issue but a patient has lodged a formal complaint.
115 (79) 13 (9) a n = 145, missing numbers/proportions represent responses left blank.
Just over one-third (34%) of the OHPs indicated that they had direct referral access to a specialist NHS addiction service; 16% did not know whether they could refer clients directly and 12% reported that they had direct referral access to private treatment services for clinical staff with SUDs (20% did not know). Only 8% of the OHPs indicated that their trust had a fund to support private treatment (21% did not know). All OHPs were also asked about their experience of, and satisfaction with, local mental health and addiction services. OHPs had mostly accessed community drug or alcohol services, consultant psychiatrists and clinical practice nurses via GPs. While most were satisfied with the services provided, some were dissatisfied, and particularly with local community drug and alcohol services (22%) ( Table 5) .
Attitudes towards health care professionals with a substance-related problem were mixed. Although OHPs (68%) did not feel that employees with SUDs took up more of their time than other employees, they did not feel that this was a rewarding group to treat (17%). Over half (52%) thought that health care professionals with SUDs posed major management problems. There was no association between responses to the attitude questions and seniority of post or ever having received training in SUDs. Over half of the OHPs (54%) reported that they did not feel adequately supported when working with substance-misusing employees, and 68% felt that did not have adequate resources within their organization to deal with this group.
Discussion
Our study found that while two-thirds of the OHPs in the NHS had undergone some training in alcohol or drug misuse, this was less than 4 days training for alcoholrelated disorders and less than 3 days for drug-related disorders. Just over a quarter of the doctors surveyed had not undertaken training since starting their NHS post and the majority of the sample did not feel sufficiently trained in this area. This suggests that there is a need for improved provision. The present study was limited in that it provided only a snapshot of training and experience of ANHOPS members from 2006. More recently (2010), some progress has been made with the development of a competency framework and associated training for OHPs with a special interest in treating HCWs [8] , complementary programmes emerging from the Royal College of Psychiatrists and Royal College of General Practitioners as part of the Health for Health Professionals Programme [10, 23, 26] .
It cannot be ascertained how representative the sample was of all doctors working in NHS OH departments. At the time, a complete listing of OHPs employed in such services was not available and the ANHOPS membership was deemed to be the most appropriate population. However, a minimum of 52% of NHS OH departments in England were represented. Methods to increase response rates, including financial incentives and repeat mailings, were utilized and the final rate of 65% was deemed comparable to similar studies [20] . The self-report nature of the questionnaire could have led to a biased response rate favouring those with an interest or experience in the field of study. It is likely therefore that that data presented do represent a more positive picture, which is evidenced by a higher proportion of OHPs reporting they enquire about substance use in long-term sickness applications than found in a recent national audit (70% versus <50%) [19] .
Although not routinely recorded, over three-quarters of the sample were able to report on the number of substance-use presentations in the preceding year. OHPs saw an average of seven presentations each, with both males and consultants generally reporting higher numbers. This is likely due to management referrals being dealt with by more senior OH staff, but warrants further exploration. Although OHPs do see HCWs with SUDs, they were not familiar with NHS drug and alcohol treatment services, with 27% having no experience of NHS inpatient services, nor were they familiar with specialist services for doctors and nurses. This may have reflected poor advertising on the part of the NHS and dedicated services for HCWs, or more likely, the difficulty that these services have had in attracting funding. The NCSSD appeared to be the service most well known and utilized by the sample. However, it closed in 2004 and the remaining doctor advisors were subsumed into the BMA Doctors for Doctors service in 2005.
Knowledge of standardized tools used to screen for and assess alcohol problems was poor with only 35% reporting use, and the equivalent knowledge for druguse disorders appeared to be non-existent. The choice of screening tool appeared to be limited to the CAGE questionnaire, a four-item screen for dependent drinking [21] that is inadequate for the detection of hazardous or harmful drinking or of binge drinking [27] . The AUDIT questionnaire was used by only five OHPs but is deemed more robust for use in a workplace setting [16, 17, [27] [28] [29] and is specifically supported by NICE guidelines [8] . There was limited use (22%) of brief interventions, which could easily be provided in the OH setting. It is likely that the very brief training that had been undertaken was too limited to have made any impact on practice [30] .
Our national survey of OHPs working in the NHS found that OHPs often provide support to HCWs with SUDs. However, many did not feel that they had sufficient training in this area and did not feel that support within their organizations was adequate to address this issue. Further investigation is required to ascertain whether the situation has improved, particularly since the introduction of the Health for Health Professionals work stream including the London Practitioners Health Programme, and whether specialist provision in both the addictions and needs of health care professionals with substance-use problems known to the workplace are adequately met.
Key points
• Occupational health departments in the National Health Service often provide advice, surveillance and support to health care workers with substance-use disorders.
• Only a small proportion of occupational health physicians felt adequately trained in the assessment (39%), detection (37%) or treatment (12%) of substance misuse, and few used standardized addiction screening tools or brief interventions in routine practice.
• Occupational health physicians who participated in this survey were unfamiliar with dedicated services for addicted health care professionals and with local specialist National Health Service addiction services, and felt resources and support available to them were limited.
